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Preparation andfor execution of this plan of
F 000! INITIAL COMMENTS FO00! corection does not constitute admission or
agreement by this provider of the facts alleged,
An abbreviated survey to investigate KY19974 or conclusions set forth in the statement of
was initiated on 04/01/13 and concluded on deficiencies. The plan of correction is prepared
04/02/13. The Divislon of Health Care B O S e oo e
substantiated the allegation with deficiencies @ proyisions of lecera andor state aw. 1he
clted plan of correction constitutes our credible
. o alfegation of compliance.
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F 282 9 P
55=D | PERSONS/PER CARE PLAN
The services provided or arranged by the facility F 282
must be provided by qualified persons in
accordance with each resident's written plan of . The plan of care for Resident #1 is being
care. foltowed for preventive skin care. The charge

nurses, Director of Nursing and Staff Develop-
mint Coordinator have been completing ob-
servations on each shift for application of
barrier cream. Nursing staff was re-educated

This REQUIREMENT is not met as evidenced on 4/3113, 4/4/13 and 4/5/3 by the Staff

by: Devetopment Ceerdinator and the Director of
Based on observation, interview, and record Nursing on reviewing the plan of care inter-
review, it was determined the facility failed to ventions for use of barrler creams.

foltow the plan of care in regards to preventative per thelr plans of care.

skin measures for one (1) of the four (4)sampled .

residents. The facility identified Resident #1 as at . The Director of Nursing reviewed the

resident assessments to determine residents
with incontinence needs. Residents are re-
celving barrier cream as per their plans of care.
The charge nurses, Diractor of Nursing and
Staff Development Coordinator have been
completing cbservations on each shift for
applications of barrier cream. Nursing staif was

risk for pressure ulcer formations. The facility
developed a plan of care to prevent pressure
ulcer formation that included applying a skin
barrier cream after peri-care; however, the staff
failed to routinely apply the preventative cream.

The findings include: re-educated on 4/3/13, 414/13 and 4/5/13 by the
v ] Staff Development Coordinator and the

The faglllty did not haye a specific policy for care Director of Nursing on reviewing fne plan of

plans, instead they utilized the Centers for care interventions for use of barrier creams.

Medicare and Medicald (CMS) Resident

Assessment Instrument (RAI) process. Review of {continued)

the Minimum Data Set (MDS) 3.0 Manual, revised
November 2012, Chapter 4, page 4-12, revealed

AB Y DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

I&;«u Sradr 1/=/9-/3

snyAfigency statement ending with an aste—r@ *} denotes’a deficiency which the institution may be ggtused from correcting provid s determined that
*heT saflguards provide suffictent protection to the patients. (See Instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
‘ollowing the dale of survey whether or not a plan of correclion Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
iays following the date these documents are made available to the facility. If deflciencias are cited, an approved plan of correction Is requisite to continued
yrogram participation,
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the Interdisciplinary Team (IDT} identifies spacific,
individualized steps or approaches that will be
taken to help the resident achieve his or her
goals(s). These approaches serve as insiructions
for resident care and provide for continuity of care
by all staff. Precise and concise instructions help
staff understand and Implement interventions
consistentiy.

Review of Resident #1's ¢linical record revealed
the facility admitted the resident on 03/17/11 with
the following diagnoses: Diabetes; Dementia;
Hypertension; Bi-Potar Disorder, Urinary Tract
Infection; and Anxiety Disorder. Review of the
Care Area Assessmen! (CAA) for pressure ulcers,
dated 11/30/12, revealed the facility would piace
the resident on a check ‘and change program with
perl-care provided using barrier cream as
preventative measures. Review of the most
recent Quarterly MDS, dated 02/22/13, revealed
the facllity assessed the resident as having a
severe cognition impairment, was always
incontinent of bowel and bladder, and required
extensive assistance from the staff with bed
mobillty, transfers, and toilet use, The facility
assessead the resident as a high risk for pressure
ulcer development related to incontinence and
decreased mobility.

Review of the comprehensive care plan for
potential skin breakdown, dated 3/17/11, revealed
approaches that included peri-care after each
incontinent episode. The skin care plan was
revised on 02/13/13 when the resident developed
an open area to the right buttock. The record
revealed the pressure ulcer was healed on
03/05/13.
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F 282 | Continued From page 1 F 282] 1. The Staff Develupment Coordinator will

complete a skills valldation check in orientation
for new hires. The Staff Development
Coordinator will complete a skills validation
check no less than annually for nursing
assistants. The charge nurses, Director of
Nursing and Staff Development Coordinator
have been completing observations on each
shift for application of barrler cream. Nursing
staff was re-educated on 4/3/13, 4/4/13 and
4/5/13 by the Staff Development Coordinator
and the Director of Nursing on reviewing the
plan of care interventions for use of barrier
creams.

V. The Siaff Development Ceordinator,
Director of Nursing andfor Unit Managers will
complete a 10% sampiing, to include each
shift on barrier cream/peri-care weekly for
four weeks, monthly for two months , then
quarterly for three quarters. Results of the
audits will be reviewed at the Quality
Assurance meelings for revisions as needed.

V. Completion Date: 4/6/2013
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Review of the most recent physician orders for
Aprll 2013, under the general nursing section,
revealed instructions to use barrier cream of the
facllity's choice for preventive skin care with
peri-care and as needed, Review of the Activity of
Daily Living (ADL) flowsheet (guidelines and
instructions for the CNA to use in caring for each
resident) for April 2013, revealed instructions to
use barrier cream of the facility's choice for
preventive skin care with peri-care,

Observation of Certified Nursing Assistants
(CNA) #2 and #3 providing perl-care, on 04/02/13
at 1:15 PM, reveaied when the CNAs removed
the resident's brlef, the brief was saturated with
uring, Observation of the resident's huttocks and
peri-area revealed no barrier cream on those
areas. The CNAs completed peri-care with soap
and water and applied a clean incontinent brief
without the use of any barrier cream.

interview with CNA #1, on 04/02/13 at 4:10 PM,
revealed she was responsible for Resident #1's
care today. She indicated this was her second
day out of orientation. She stated she had
changed the resident earlier this morning prior to
getting her up for the day and she had not applied
any barrier cream. She indicated she was not
aware Resident #1 had barrier cream available
and she was supposed o apply the cream after
each incontinent episode. Although she was
responsible for the resident today, she had not
performed the perl-care that occurred at 1:15 PM,
because she was on her funch break. She
reviewed a copy of the assignment sheet, she
received at the beginning of her shift, and it did
not Include instructions to use skin barrier cream
for this resident.
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Interview with CNA #2, on 04/02/13 at 4:35 PM,
revealed she was asked by the North Unit
Manager to provide peri-care for Resident #1
after lunch loday. She stated she was not
assigned to the resident's care today and did not
know the resident's care needs. She did not have
time to look up the resident’s care needs in the
ADL book and did not know a skin barrier cream
was 1o be applied after peri-care for thig resident.
She stated some residents have barrier cream
and others do not. Shs stated she had just come
out of orientation yesterday. She revealed she
had not applied skin barrier cream lo the
resident's buttocks after peri-care.

Intarview with the Director of Nursing (DON3, on
04/02/13 at approximately 5:35 PM, revealed
Resident #1 was at risk for pressure ulcer
development related to the risk factors of
Incontinence, decreased motility, Diabetes, and
the resldent recently had a pressure ulcer that
healed in March 2013. She slated the facility used
barrler cream for all incontinent residents and it
was her expectations that staff would apply the
cream after peri-care was provided. She stated it
was a nursing Intervention that was placed on the
ADL flowsheet for the nursing assistanis to follow.
She stated this information was provided in the
orientation training of all new nursing assistants,
She stated the plan of care was implemented
through the CNA flowsheet and she expected
staff to follow those preventative measures.
F 314 483.25(c) TREATMENT/SVCS TO F 314 F314
58=D | PREVENT/HEAL PRESSURE SORES
{ Comments begin nexi page)
Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
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who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinicat condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and record
review, it was determined the facility failed to
provide necessary trealment to prevent
development of pressure sores for one (1) of the
four (4) sampled residents. The tacility Identified
Resident #1 as a high risk for development of
pressure scoras related to Incontinence of bladder
and bowel, dependent with mobility, a diagnosis
of Dlabetes, and a history of pressure sore
development. The facllity developed a care plan
with nursing interventions to apply barrier cream
after incontinent episodes as a preventative
measure. However, the facility staif failed to apply
the skin barrier cream atfter incontinent care on
04/02/13.

Reter to 282

The findings include:

The facllity did not provide a spegific policy In
regards to preventing pressure sores, The facility

stated they used the Lippincott Manual of Nursing
Practics.

Observation of Resident #1, on 04/02/13 at 8:10
AM, revealad the resident sitting on the side of
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. Resident #1’s skin remains intact and is
receiving barrier cream. The surveyor and the
wound nurse assessed Resident #1's skin on
4/2/13, and skin was intacl and barrier cream
was applied. The Direclor of Nursing assessed
the resident's skin on 4/2/13 during a skills
validation check and skin was intact and
harrier cream was applied,

It. The Director of Nursing reviewed the
resident assessments to determine residents
with incontinence needs. Residents are
receiving barrier cream as per their ptans of
care. The charge nurses, Director of Nursing
and Staff Development Coordinator have been
complelfing observations on each shift for
applications of barrier cream, Nursing staff was
re-educated on 4/3/13, 4/4/13 and 4/5/13 by
Staff Development Coordinator and the
Director of Nursing on reviewing the plan of
care interventions for use of barrier creams.

lil. The Staff Development Coordinator will
comptete a skills validation check in orientation
for new hires. The Stafi Development
Cooerdinator will complete a skliils validation
check no less than annually for nursing
assistants. The charge nurses, Director of
Nursing and Staff Development Coordinator
have been completing observations on each
shift for application of barrier during peri-care.
Nursing staff was re-educated on 4/3/13,
4/4/13 and 4/5/13 by the Staff Development
Coordinator and the Direclor of Nursing on
reviewing the plan of care interventions for use
or barrier creams and peri-care.
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the bed with staff dressing the resident's upper
body, Continued cbservation revealed the
resident was fed breakfast per Certified Nursing
Assistant (CNA) #1 In the resident's room. The
resident was assisted from the room to the North
nurses' station at 9:20 AM, Continued observatlon
revealed the resldent sat In front of the North Unit
nurses' station until 10:00 AM when the resident
was agsisted to a Rosary prayer service held in
the main dining room. Observation of the resident
at 10:30 AM, revealed the prayer service was
over and the resident had baen assisted lo
another part of the dining room. Continuous
observation revealed the resident was again
iaken to a different table in the dining room at
10:45 AM, The resident sat at this parlicular table
during the lunch meal (11:00 AM-1.00 PM). At
1:05 PM the resident was assisted from the
dining room to the resident’s room by LPN #1. At
1:15 PM observation of peri-care provided by
CNAs #2 and #3 was conducted,

Observation during the peri-care, on 04/02/13 at
1:16 PM, revealed the resident's brief was
soaked with urlna. In addition, the resident had
stool in the brief, Observation of the resident's
buttocks and peri-area revealed no barrler cream
had been applied to the resident's
buttocks/coccyx area. The CNAs completed
peti-care with soap and water and applied a clean
incontinent brief without the use of any barrier
cream.

Observatlon during a skin assessment, on
04/02/13 at 3:10 PM, revealed the incontinent
brief was wet (not soaked) with no evidence of
barrier cream. The nurse then applied basrier
cream that was stored in the resident's top

F 314

V. The Staff Development Coordinator
Director of Nursing andfor Unit Managers will
complete a 10% sampling, to Include each
shift on barrier cream/peri-care weekly for
four weeks, monthiy for two months, then
quarterly for three quarters. Results of the
audits will be reviewed at the Quality
Assurance meetings for revislons as needed.

V. Completion Dale: 4/8/2013
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drawer of the night stand.

Interview with the Nurse (LPN #1) after the skin
assessment, on 04/02/13 at 3:10 PM, revealed
skin barrier cream should always be applied after
peri-care. She stated the barrter cream was
avalilable for use and the CNA should have
applied the cream after each incontinent episode.
She stated a pressure ulcer on Resident #1's
right buttock had just healed (March 5, 201 3)and
the resident was at high risk for development of
additional pressure ulcers.

Interview with CNA #3, on 04/02/13 at 3:15 PM,
(who was asslisting the nurse during the skin
assessment and provided peri-care to Resident
#1 at 1:15 PM) revealed she was unaware the
resident was to have the barrier cream applied
after peri-care. She did not know the cream was
in the night stand.

Review of Resident #1's clinical record revealed
the resident had lived at the nursing facliity since
March 2011. Review of the most recent
comprehensive Significant Change In Status
MDS, dated 11/30/12, revealed the facility
assessed the resident as having a severe
cognition impairment, was always incontinent of
bowel and bladder, and required extensive
assistance from the staff with bed mobility,
transfers, and tollet use. The tacility assessed the
resident as a high risk for pressure ulcer
development related to incontinence and
decreased mobility. Review of the Care Area
Assessment (CAA) for pressure ulcers, dated
11/30/12, revealad the facility would place the
resident on a check and change program with
perl-care provided using barrier cream for
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preventative measures. Review of the Quarterly
MDS, dated 02/22/13, revealed the resident had a
existing pressure ulcer at that time and remained
at risk for additional pressure ulcer formation.

Continued review of the clinical record revealed
the comprehensive care plan for potential skin
breakdown, dated 3/17/11, detailed approaches
that Included peri-care after each incontinent
episode. On 02/13/13, a Stage Il (measured 1 X
1.2 em) pressure ulcer was noted on the
resident's right buttock The skin care plan was
revised on 02/13/13 when the resident developed
the open area to the right buttock to include
treatment to the area. The record revealed the
pressure ulcer was healed on 03/05/13.

Review of the most recent physiclan orders for
April 2013, under the general nursing sectlon,
revealed instructions {o use barrier cream of the
facility's cholce for preventive skin care with
peri-care and as needed, Review of the Activity of
Daily Living (ADL) flowshest (guidelines and
instructions for the CNA to use In caring for each
resident) for April 2013 revealed instructions to
use barrier cream of the tacility's choice for
preventive skin care with peri-care. Further
roview of the flowsheet revealed staff did not
initial that this had been completed on 04/01/13
or 04/02/13 for the first shift,

Interview with CNA #1, on 04/02/13 at 4:10 PM,
revealed loday was her second day off orientation
and working independently. She stated she did
not know Resident #1 had barrler cream available
and she was suppose to apply after each
incontinent eplsade. She stated she had changed

F 314
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the resident this morning prior to getting her up
for the day and failed to apply the barrier cream,
Aithough she was responsible for the resident
today, she did not perform the peri-care that
occurred at 1:15 PM, because she was on her
[unch break. She reviewed a copy of the
assignment sheet, she received at the beginning
of her shift, and it did not include instructions 1o
use skin barrier cream for this resident, She
stated she wag new and still learning.

Interview with CNA #2, on 04/02/13 at 4:35 PM,
revealed she was asked by the North Unit
Manager to provide peri-care for Resident #1
after lunch today. She stated she was not
assigned to the resident's care today and did not
know the resident's care needs. She did not have
time to look up the resident's care needs in the
ADL book and did not know a skin barrier cream
was to be applied after peri-care for this resident.
She stated some residents have barrler cream
and others do not. She revealed she had just
come out of orlentation yesterday. She stated she
had not applied skin barrier cream to the
resident's buitocks after peri-care,

Interview with the Director of Nursing (DON) with
the administrator present, on 04/02/13 at
approximately 5:35 PM, revealed Resident #1
was at risk for pressure ulcer development
related to the risk factors of incontinence,
decreased mobility, Diabetes, and recently had a
pressure uicer that healed in March 2013, She
statad the facility used barrier cream for all
incontinent residents and it was her expectations
that staff would apply the cream after peri-care
was provided. She stated it was a nursing
intervention that was placed on the ADL flowsheet
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F 314 | Continued From page 9 F 314
for the nursing assistants to foliow. She stated
this Information was provided in the crientation
training of all new nursing assistants, When
asked how she ensured the new employees were
understanding and following the instruclions on
the ADL flowsheet, she replied, the Unit
Managers are supposed to check the ADL books
for completion. However, she stated the Unit
Manager did not have time to observe new CNAs
perform perl-care for all residents. The
administrator stated it appeared there was a
breakdown from training received in orlentation
and actually working on the fioor independently. F 441
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
§5=D | SPREAD, LINENS |.  Residents #1 remains free of infection at
this time. Resldent #1 CBC on 3/4/13, WBC
The facllity must establish and maintain an ware within normal limits. The Director of
Infection Control Program designed 1o provide a Nursing assessed Resident #1 and no signs of
safe, sanitary and comfortable environment and symptoms of Infection were identified.
to help prevent the development and transmission
of disease and infection. f. The Director of Nursing reviewed the
resident assessments to delermine residents
(a) Infection Control Program with incontinence needs. Residents are
The facility must establish an Infection Control racelving peri-care per asepic technique. The
Program under which it - charge nurses, Director of Nursing and Staff !
(1) Investigates, controls, and prevents infections E;:::Sg;{‘:;’;ﬁf:g}?iﬁ; "fz‘r’zsji’;{?mme"”g
in the facility; i
(2) Dacides what procedures, such as isolation, f,;z";qﬁ ;:;rs'i”dgj,:f{?"”gs rs'eg”‘;famd on
should be applied to an individual resident; and ' and 475713 by the Sta
A . development Coordinator and the Director of
(3) Maintains a record of incldents and corrective Nursing on infection control prevention
actions related to Infections. MeasUres.
(b) Preventing Spread of Infection ll. The Staff Development Coordinator will
(1) When the Infection Control Program complete a skills validation check In orfentation
determines that a resident needs Isolation o for new hires. The Staff Development
prevent the spread of infection, the facllity must Coordinator will complete a skills validation
Isolate the resident.
(2) The facility must prohibit employees with a (continued next page)
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communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3} The facility must require staff to wash thair
hands after each direct resident contact for which
hand washing is indicated by accepled
professional practice.

{c) Linens

Personnel must handle, stors, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review,
and revlew of the facility’s pollcy, it was
determined the facility failed to ensure their
infection control program was implemented in
regard to perineal care and handwashing for one
{1) of the four {4) sampled residents, (Resident
#1) The facility staff failed to remove gloves and
wash hands after removing a soifed brief with
urine and stool, cleaning stool from the resident,
and applying a clean brief. The staif then touch
the resident's clothing, bed linens, side rail, and
calil fight with the sciled gioves. In addition, the
staff failed to clean the resident's private parts
thoroughly, Resident #1 had a history of Urinary
Tract infections.

The findings Include.
The facllity provided information from the Mosby's

textbook for Long Term Care Nursing Assistant
Manuai (Chapter 12-pages 256-259) as their

assistants. The charge nurses, Director of
Nursing and Staff Development have been
completing chservaiions on each shift for

hand washing, glove use and general infection
control measures. Nursing staff was
re-educaled on 4/3/13, 4/4/13 and 4/5/13 by the
Staff Development Coordinator and the Director
of Nursing on hand washing, glove use and
general infection conirol measures.

IV. The Siaff Development Coordinator,
Director of Nursing and/or Unit Managers will
camplete a 10% sampling, to include each shift
on peri-care, hand washing and glove use
weekly for four weeks, monthly for two months,
then quarterly for three quarters. Resulls of the
audits will be reviewed at the Quality
Assurance meefings for revisions as needed.

V. Completion Date: 47672013
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Continued From page 11

policy for perineal care. Review of these pages
reveaied the perineum was to be cleaned front to
back with soap and water, rinsed, and drled . The
staff was instructed to separate the labia of a
female resident to clean. Gloves were to be worn
and removed after the area was cleaned and
before touching bed linens.

Review of the Handwashing policy and
procedure, Lippincott Manual of Nursing Praclice,
Hand Hygiens, page 1081, revealed hands are to
be washed after removal of gloves.

Observation of perl-care for Resldent #1, on
04/02/13 at 1:15 PM, reveaied CNA #2 and CNA
#3 put on clean gloves to perform the task. The
resident was placed In a Vera li lift (a sit to stand
mechanical lift where the resident stands on the
lift's platform holding onto the lift's support bar).
The resident's soiled brief was removed. The
brief was soaked with urine and there was feces
in the brief. In addition, the resident was having a
bowel movement at that time. The CNAs
removed the feces with the solled brief, ¢cleaned
the perineal with soap and water on a wash cloth.
CNA #2 was In front of the resident and CNA #3
was behind the resident. Both aldes cleaned the
resident at the same time. However, the
resident’s private parts were not spread and
cleaned according to the textbook instructions.
The staff rinsed the area and placed a clean brief
on the resident, The resident was then
transferred to the bed using the mechanical lift,
CNA #3 did not remove her gloves and wash her
hands after cleaning feces from the resident.
Instead she touched the resident's ¢lothing, bed
linens, draw sheet, and side rail. The CNA then
remaoved her gloves and washed her hands.

F 441
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interview with CNA #3, on 04/02/13 at 1:25 PM,
revealed she was not aware she had not changed
her gloves after cleaning the feces from Resident
#1. She staled she had been frained to remove
gloves and wash hands before touching the
resident's clothing and bed linens but she was in
a hurry and forgot. She revealed she was not
assigned to Resident #1 and was only helping
CNA #1 because the CNA was at junch, She
stated she thought she had cleaned the resident's
private pars.

interview with the Staff Development Nurse, on
04/02/13 at 3:45 PM, revealed perineal care was
taught in orientation and throughout the year.
Raview of the orientation packet revealed
perineal care (from the Mosby’s textbook) was
included for both female and male. Review of
training records revealed additional training on
handwashing and peri-care was conducted on
02/24/12, CNA #1, #2, and #3 were not In
attendance. On 08/10/12 the state survey
readiness training included peri-care and
handwashing and CNA #1, #2, and #3 were notin
attendance. The 09/07/12 infection control
training that Included handwashing revealed CNA
#2 was in attendance and the 01/11/13 infection
control handwashing revealed CNA #3 was in
attendance. Additional training included the
02/08/13 HIV and imporiance of handwashing
revealed CNA #3 was in attendance. The
03/08/13 infection control training revealed CNA
#3 was in attendance.

Continued interview with the Staff Development
Nurse revealed CNA #2 had just returned from a
six month medical leave. CNA #3 had only been
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Continued From page 13
here for a few months and CNA #1 was new.

Interview with the Director of Nursing (DON) and
the Administrator, on 04/02/13 at approximately
5:35 PM, revealed all new nursing assistanis
receive training on proper peri-care and
handwashing techniques during orientation and
throughout the year. She stated the facility
provided frequent training on these topics and
could not understand why staif did not undersiand
or perform the procedures correctly. She stated
she ensured the new employees understood and
followad the training instructions through the Unit
Managers, who were supposed to supervise the
staiff and check tha ADL books for completion,
Howsever, she stated the unit manager did not
have time to observe peri-care for ali residents or
observe the new nursing assistants performing
their tasks. The Administrator stated it appeared
there was a breakdown between training received
in orientation and aciually working on the floor
independently.

F 441
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N 000] INITIAL COMMENTS N 00D Preparation and/or execution of this plan of
correclion does not constitute admission or
A compliant survey was initiated on 04/01/13 and agreement by this provider of the facts alleged,
concluded on 04/02/13 to investigate KY19974. or conclusions set forih in the statemant of
The Division of Health Care substantiated the deficiencies. The plan of corretion Is prepared
ailegaﬁon wilh deficiencies clted. andfor executed solely because it is required by
the provisions of federal and/or slate law. The
. pian of correction constitutes our credible
N 144 9_02 KAR 20:300-6(7)(b)2.a. Section 6. Quality of | N 144 allegation of compliance.
Life
(7) Environment.
(b) Infection control and communicable diseases. N 144
2, The faclfity shall establish an infection contral
program which: 1. Residents #1 remains free of infection at
a. Investigates, controls and prevents infeclions this time. Resident #1 CBC on 3/4/13, WBC
in the facility, were within normal limits. The Director of
Nursing assessad Resident #1 and no signs of
symptoms of Infection were Identified.
This requirement is not met as evidenced by. )
Based on observation, interview, record review, 1l The Director of Nursing reviewed the
and review of the facllity's policy, it was re.sid_ent assessments to determine residents
determined the facility faited to ensure their with _"‘Fc’“”“sﬂce needs. Residents are
infectlon control program was implemented in ’ffer“””g pe ‘°a[;,e p“;f as?]‘;‘"’ ‘?"h“‘qd”gf;‘e
regard to perineal care and handwashing for one ;;’s{i ”;:;SCO;‘ZTH‘;; ha‘j:‘gg;”wmaleﬁn
(1) of the four (4) sampted residents. (Resident S R o on amch St for ertcaro peting
#1) The facility staff failed to remove gloves and technique. Nursing staff was rg_e ducated on
wash hands after rem.ovm? alsfoited zriet wll(tih 413113, 414143 and 4/5/43 by the Staff
urine and‘smOl' CIGa"'“Q stool from 1 he resident, development Coordinator and the Director of
and applying a clean brief. The staff then touch Nursing on infection control preventicn
the resident's clothing, bed linens, side rail, and measures.
call light with the solled gloves. In addition, the
staff failed to clean the resident's private p'c}rts ill. The Staff Development Coordinator will
thoroughly. Resident #1 had a history of Urinary complete a skills validation check in orientation
Tract Infections, for new hires. The Staff Development
Coordinator will complete a skills validation
The findings include. chack no [ess than annually for nursing
The facllity provided information from the Mosby's (continued next page)
textbook for Long Term Care Nursing Assistant
Manual (Chapler 12-pages 256-259) as thelr '
olicy for perineal care, Review of these pages ‘
{X6) DATE
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N 1441 Continued From page 1 N 144
. "assistants. The charge nurses, Director of
revealed the perineum was to be cleaned front to Nursing and Staff Development have been
back wih soap and water, rinsed, and drled . The completing observations on each shit for
staff was instructed to separate the labia of a hand washing, glove use and general infection
female resident to clean. Gloves were to be worn control measures. Nursing staff was
and removed after the area was cleaned and re-educated on 4/3/13, 4/4/13 and 4/5/13 by the
before touching bad linens. Staff Development Coordinator and the Director
of Nursing on hand washing, glove use and
Review of the Handwashing policy and general Infection contrel measures.
procedure, Lippincott Manuai of Nursing Practice,
Hand Hygiene, page 1081, revealed hands are to IV. The Staif Develepment Goordinator,
he washed after removal of gloves. Director of Nursing andior Unit Managers will
complete a 10% sampling, to include each shift
Observation of peri-care for Resident #1, on cn peri-care, hand washing and glove use
04/02/13 at 1:15 PM, revealed CNA #2 and CNA weekly for four weeks, monthly for two months,
#3 put on clean gloves to perform the task. The then quarterly for three quarters. Results of the
resident was placed in a Vera 1l lift (a sit to stand audits will be reviewed at the Quality
mechanical lift where the resident stands on the Assurance meelings for revisions as needad.
lift's platform holding onto the lift's support bar). ,
The Fr)esic:‘ent‘s soileg brief was remov%%. The ) V. Completion Date: 4/612013
brief was soaked with urine and there was feces
in the brief, In addition, the resident was having a
bowel movement at that time. The CNAs
removed the feces with the soiled brief, cleaned
the perineal with soap and water on a wash cloth,
CNA #2 was In front of the resident and CNA #3
was behind the resident. Both aides cleaned the
resident at the same time. However, the
resident's private parts were not spread and
cleaned according to the texibook instructions.
The staff rinsed the area and placed a clean brief
on the resident, The resident was then
transferred to the bed using the mechanical lift.
CNA #3 did not remove her gloves and wash her
hands after cleaning feces from the resident,
Instead she touched the resident's clothing, bed
linens, draw sheet, and side rail. The CNA then
removed her gloves and washed her hands,
interview with CNA #3, on 04/02/13 at 1:25 PM,
revealed she was not aware she had not changed
STATE FORM 689
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her gloves after cleaning the feces from Resldent
#1, She stated she had been trained to remove
gloves and wash hands hefore touching the
resident’s clothing and bed linens but she was in
a hurry and forgot, She revealed she was not
assigned to Resident #1 and was only helping
CNA #1 because the CNA was at lunch. She
stated she thought she had cleaned the resident’s
private parts,

Interview with the Staff Development Nurse, on
04/02/13 at 3:45 PM, revealed petineal care was
taught In orientation and throughout the year.
Review of the orientation packet revealed
perineal care (from the Mosby's textbook) was
included for both female and male. Review of
training records revealed additional {raining on
handwashing and perl-care was conducted on
02/24/12, CNA #1, #2, and #3 were not In
attendanca. On 08/10/12 the state survey
readiness training included peri-care and
handwashing and CNA #1, #2, and #3 were not in
attendance. The 09/07/12 infection control
training that included handwashing revealed CNA
#2 was in altendance and the 01/11/13 infectlon
control handwashing revealed CNA #3 was in
attendance. Additional training included the
02/08/13 HIV and importance of handwashing
revealed CNA #3 was In atiendance. The
03/08/13 infection control training revealed CNA
#3 was in attendance.

Continued interview with the Staff Development

Nurse revealed CNA #2 had just returned from a
six month medical leave. CNA #3 had only been
here for a few months and CNA #1 was new.

Interview with the Direcior of Nursing (DON} and
the Administrator, on 04/02/13 at approximately
5:35 PM, revealed all new nursing assistants
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Continued From page 3

racelve tralning on proper peri-care and
handwashing techniques during orientation and
throughout the year. She stated the facility
provided frequent tralning on these topics and
could noi understand why staff did not understand
or perform the procedures correctly. She stated
she ensured the new employees understood and
followed the training instructions through the Unit
Managers, who were supposed to supervise the
staif and check the ADL books for completion,
However, she stated the unit manager did not
have time 1o observe peri-care for all residents or
observe the new nursing assistants petforming
their tasks. The Administrator stated it appeared
there was a breakdown between tralning received
in orientation and actually working on the floor
independently.

902 KAR 20:300-7(4)(c)2. Section 7. Resident
Assessment

{4) Comprehensive care plans.

(c) The services provided or arranged by the
facility shall:

2. Be provided by qualified persons in
accordance with each resident's written plan of
care.

This requirement is not met as evidenced by:
Based on observation, interview, and record
review, it was determined the facility falled to
follow the plan of care in regards to preventative
skin measures for one (1) of the four (4)sampled
residents. The facllity identified Resident #1 as at
risk for pressure ulcer formations. The facliity
developed a plan of care to prevent pressure
ulcer formation that included applying a skin
barrier cream after peri-care; however, the stalf
failed to routinely apply the preventative cream.

N 144

N194

N 194

i.  The plan of care for Resident #1 Is being
followed for preventive skin care. The charge
nurses, Director of Nursing and Staff Develop-
ment Coordinator have been completing ob-
servations on each shift for application of
barrier cream. Nursing staff was re-educated
on 4/3/13, 4/4/13 and 4/5/13 by the Staff
Development Coordinator and the Director of
Nursing on reviewing the plan of care inter-
ventions for use of barrier creams.

per their plans of care.

Il. The Director of Nursing reviewed the
resident assessments to determine residents
with incontinence needs. Residents are re-
ceiving barrier cream as per their plans of care,

{continued next page)
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N 194 | Continued From page 4 N 194 The charge nurses, Director of Nursing and
. . Staff Development Coordinator have been
The findings include: completing observations on each shift for
The facitity did not have a specific policy for care applcations g;tf,g;?gcflj% Nursig stafl was
plans, instead they utilized the Centers for Stalf Development Coordinator and the T
Medicare and Medicaid (CMS) Resident Director of Nursing on reviewing the plan of
Assessment Instrument (RAI) process. Review of care interventions for use of barrier creams.
the Minimum Data Set (MDS) 3.0 Manual, revised
November 2012, Chapter 4, page 4-12, revealed L. The Staff Development Coordinator wil
ihe Interdisciptinary Team (IDT) identifies specific, complete a skills validation check in orientation
individualized steps or approaches that will be for new hires, The Staff Development
taken to help the resident achieve his or her Coordinator will complete a skitls validation
goals(s). These approaches serve as instructions check no less than annually for nursing
for resident care and provide for continuily of care assistants. The charge nurses, Director of
by all staff. Precise and concise instructions help Nursing and Staff Development Coordinator
staff understand and implement interventions ::i\';rzfzg ;g;gieﬁn?bcbs_ewaﬁons c:; each
cn of barrier cream. Nursin
consistently. staff was re-educated on 4/3/13, 4/4/13 andg
Review of Resident #1's clinical record reveated 4/5/13 by the Staff Development Coordinator
the facility admitted the resident on 03/17/11 with and the Director of Nursing on reviewing the
ihe following diagnoses: Dlabetes; Dementia; plan of care Interventions for use of barrier
Hyperiension; Bi-Polar Disorder; Urinary Tract creams.
Infection; and Anxiety Disorder. Review of the . The Staff Devet
Care Area Assessmant (CAA) for pressure ulcers, Dot f?\!urs?:e °p$e”tjc?°fd*”a‘°f- .
dated 11/30/12, revealed the facility would place complote @ 10 vl nit Managers will
the resident on a check and change program with ot on boier :;2’:5 'gg_' *;’ ‘“C'“d:'e‘?‘?“
peri-care provided using barrier cream as four weeks, monthly f:r twg r;z;"t:': i’hsr
preventative measures. Review of the most quarterly for three quarters, Results of mz
recent Quarterly MDS, dated 02/22/13, revealed audits will bs reviewsd at the Quality
the facllity assessed the resident as having a Assurance meetings for revislons as needed.
severe cognition impairment, was always
incontinent of bowel and bladder, and required V. Completion Date: 41612013
extensive assistance from the staff with bed
mobility, transfers, and toitet use. The facliity
assessed the resident as a high risk for pressure
ulcer development related to incontinence and
decreased mobility.
Review of the comprehensive care plan tor
potential skin breakdown, dated 3/17/11, revealed
approaches that included peri-care after each
STATE FORM €539 TFT411
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incontinent episode. The skin care plan was
revised on 02/13/13 when the resident developed
an open area to the right butiock. The record
revealed the pressure ulcer was healed on
03/05/13,

Review of the most recent physician orders for
Aprit 2013, under the general nursing section,
revealed instructions to use barrler cream of the
tacility's cholce for preventive skin care with
perl-care and as needed. Review of the Activity of
Dally Living (ADL) flowsheet (guidelines and
instructions for the CNA to use in caring for each
resident) for April 2013, revealed instructions to
use barrler cream of the tacility's choice for
preventive skin care with peri-care.

Observation of Certified Nursing Assistants
(CNA) #2 and #3 providing peri-care, on 04/02/13
at 1:15 PM, revealed when the CNAs removed
the resident's brief, the brief was saturated with
urine. Observation of the resident’s buttocks and
peti-area revealed no barrler cream on those
areas. The CNAs completed peri-care with soap
and water and applied a clean Incontinent brief
without the use of any barrier cream.

Interview with CNA #1, on 04/02/13 at 4:10 PM,
revealed she was responsible for Resident #1's
care today. She indicated this was her second
day out of orientation. She stated she had
changed the resident earlier this morning prior to
getting her up for the day and she had not applied
any barrier cream. She indicated she was not
aware Resident #1 had barrier cream available
and she was supposed to apply the cream after
each incontinent episode. Although she was
responsible for the resident today, she had not
parformed the peri-care that occurred at 1:15 PM,
because she was on her lunch break. She
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reviewed a copy of the assignment sheet, she
recelved at the beginning of her shift, and it did
not include instructions to use skin barrier cream
for this resident.

Interview with CNA #2, on 04/02/13 at 4:35 PM,
revealed she was asked by the Norih Unit
Manager fo provide peri-care for Resident #1
aiter lunch today. She siated she was not
assigned to the resident's care today and did not
know the resident's care needs. She did not have
time to look up the resident's care needs in the
ADL book and did not know a skin barrler cream
was to be applied after peri-care for this resident.
She stated some residents have barrier cream
and others do not. She stated she had just come
out of orientation yesterday. She reveated she
had not applied skin barrter cream to the
resident's bultocks after peri-care.

Interview with the Director of Nursing (DON}), on
04/02/13 al approximately 5:35 PM, revealed
Resident #1 was at risk for pressure ulcer
development related to the risk factors of
incontinence, decreased mobility, Diabetes, and
the resident recently had a pressure ulcer that
healed in March 2013. She stated the facility used
barrler cream for all incontinent residents and it
was her expectations that staff would apply the
cream after peri-care was provided. She stated it
was a nursing Intervention that was placed on the
ADL flowsheet for the nursing assistants to follow.
She stated this information was provided in the
orlentation training of all new nursing assistants.
She stated the plan of care was implemented
through the CNA flowsheet and she expected
staff to follow those preventative measures.

902 KAR 20:300-8(3)(a) Section 8. Quality of
Care

N 194

N 210

N 210
{commenis begin next page)
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(B) Pressure sores, Based on the comprehensive
assessment of a resident the facility shall ensure
that:

(a) A resident who enters the facility without
pressure sores does not develop pressure sores
unless the individual's clinical condition
demaonstrates that they were unavoidable; and

This requirement is not met as evidenced by:
Based on observation, interview, and record
review, it was determined the facllity failed to
provide necessary treatment to prevent
development of pressure sores for one (1) of the
four (4) sampled residents. The facility identified
Resident #1 as a high risk for develocpment of
pressure sores related to incontinence of bladder
and bowel, dependent with mobility, a diagnosis
of Diabetes, and a history of pressure sore
devetopment. The facility developed a care plan
with nursing interventions to apply barrier cream
after incontinent episodes as a preventative
measure. However, the facility staff failed to apply
the skin barrler cream after incontinent care on
04/02/13.

Refer to 282
The findings Include:

The facility did not provide a specific policy in
regards to preventing pressure sores. The facllity
stated they used the Lippincott Manual of Nursing
Practice.

Observation of Resident #1, on 04/02/13 at 8:10
AM, revealed the resident siiting on the side of
the bed with staff dressing the resident's upper
body. Continued observation revealed the
resident was fed breakfast per Certifled Nursing

. Reslident #1's skin remains intact and is
recelving barrier cream. The surveyor and the
wound nurse assessed Resident #1's skin on
4/2/13, and skin was intact and barrier cream
was applied, The Director of Nursing assessed
the resident's skin on 4/2/13 during a skills
validation check and skin was intact and
barrier cream was applied,

li. The Director of Nursing reviewed the
resident assessments to determine residents
with incontinence needs. Residents are
recelving barrier cream as per their plans of
care. The charge nurses, Director of Nursing
and Staff Development Coordinator have been
completing observations on each shift for
applications of barrier cream. Nursing staff was
re-educated on 4/3/13, 4/4/13 and 4/5/13 by
Staff Davelopment Coordinator and the
Director of Nursing on reviewing the plan of
care interventions for use of barrier creams.

{ll. The Staff Development Coordinator will
complate a skills validation check in orientation
for new hires. The Staff Development
Coerdinator will complele a skills validation
check no less than annually for nursing
asslstants. The charge nurses, Direclor of
Nursing and Staff Development Coordinator
have been completing observations on each
shift for application of barrier during peri-care.
Nursing staff was re-educated on 4/3/13,
414113 and 4/5/13 by the Staff Developmant
Coordinator and the Directer of Nursing on
revlewing the plan of care interventions for use
o barrier creams and peri-care.

{continued next page)
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CNAs #2 and #3 was conducted.

had been applied to the resident’s

cream.

drawer of the night stand.

Assistant (CNA) #1 in the resident's room. The
resident was assisted from the room to the North
nurses' station at 9:20 AM. Continued observation
revealed the resident sat in front of the North Unit
nurses’ station until 10:00 AM when the resident
was assisted to a Rosary prayer service held in
the malin dining room. Observation of the resident
at 10:30 AM, revealed the prayer service was
over and the resident had been assisted to
another part of the dining room. Continuous
observation revealed the resident was again
taken to a different table in the dining room at
10:45 AM. The resident sat at this particular table
during the lunch meal (11:00 AM-1:00 PM). At
1:05 PM the resident was assisted from the
dining room to the resident's room by LPN #1. At
1:15 PM observation of peri-care provided by

Observation during the peti-care, on 04/02/13 at
11156 PM, revealed the resident's brief was
soaked with urine. In addition, the resident had
stool in the brief. Observation of the resident's
buttocks and perl-area revealed no barrier cream

buttocks/coceyx area. The CNAs completed-
peri-care with soap and water and applied a clean
incontinent brief without the use of any barrier

Observation during a skin assessment, on
04/02/13 at 3:10 PM, revealed the incontinent
brief was wet (not soaked) with no evidence of
barrier cream. The nurse then applied barrier
cream that was stored In the resident's top

Interview with the Nurse (LPN #1) after the skin
assessment, on 04/02/13 at 3:10 PM, revealed
skin barrier cream should always be applied after

N 210

IV, The Staff Development Coordinator
Director of Nursing and/or Unit Managers wlll
complete a 10% sampling, to include each
shift on barrier cream/peri-care weekly for
four weeks, monthly for two menths, then
quarterly for three quarters. Resulls of the
audits wilt be reviewed at the Quality
Assurance meetings for revisions as needed.

V. Completion Date:

4/6/2013
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peri-care. She stated the barrier cream was
available for use and the CNA should have
applled the cream after each incontinent episode.
She stated a pressure ulcer on Resident #1's
right buitock had just healed (March 5, 2013) and
the resident was at high risk for development of
additional pressure ulcers.

Interview with CNA #3, on 04/02/13 at 3:15 PM,
(who was assisting the nurse during the skin
assessment and provided perl-care to Resident
#1 at 1:15 PM) revealed she was unaware the
resident was to have the barrier cream applied
after peri-care. She did not know the cream was
in the night stand.

Review of Resident #1's clinical record revealed
the resident had lived at the nursing facility since
March 2011, Review of the most recent
comprehensive Significant Change in Status
MDS, dated 11/30/12, revealed the facility
assessed the resident as having a severe
cognition impairment, was always incontinent of
bowel and bladder, and required extensive
agsistance from the staff with bed mobliity,
transfers, and toilet use. The facility assessed the
resident as a high risk for pressure uicer
development related to incontinence and
decreased mobility, Review of the Care Area
Assessment (CAA) for pressure ulcers, dated
11/30/12, revealed the facility would place the
resident on a check and change program with
peri-care provided using barrier cream for _
preventative measures. Review of the Quarterly
MDS, dated 02/22/13, revealed the resident had a
existing pressure ulcer at that time and remalned
at risk for additional pressure ulcer formation.

Continued review of the clinical record revealed
the comprehensive care plan for potential skin
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breakdown, dated 3/17/11, detalled approaches
that included peri-care after each incontinent
episode. On 02/13/13, a Stage 1! (measured 1 x
1.2 cm) pressure ulcer was noted on the
resident's right buttock The skin care plan was
revised on 02/13/13 when the resident developed
the open area to the right buttock to include
treatment to the area. The record revealed the
pressure ulcer was healed on 03/05/13.

Review of the most recent physician orders for
April 2013, under the general nursing section,
revealed instructions to use barrier cream of the
facility's cholce for preventive skin care with
peri-care and as nesded. Review of the Activity of
Daily Living (ADL) flowshest (guidelines and
instructions for the CNA to use in caring for each
resident) for April 2013 revealed instructions to
use barrier cream of the facility's choice for
preventive skin care with peri-care. Further
review of the flowsheet revealed siaff did not
Initial that this had been completed on 04/01/13
ot 04/02/13 for the first shift.

interview with CNA #1, on 04/02/13 at 4:10 PM,
revealed today was her second day off orlentation
and working independently. She stated she did
not know Resident #1 had barrier cream available
and she was suppose to apply after each
incontinent episode. She stated she had changed
the rasident this morning pricr to getting her up
for the day and failed to apply the barrier cream.
Although she was responsible for the resident
today, she did not perform the peri-care that
occurred at 1:15 PM, because she was on her
lunch break. She reviewad a copy of the
assignment sheet, she received at the beginning
of her shift, and it did not include instructions to
use skin barrier cream for this resident. She

N 210
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stated she was new and still learning.

Interview with CNA #2, on 04/02/13 at 4:35 PM,
revealed she was asked by the North Unit
Manager to provide peri-care for Resident #1
after lunch today, She stated she was not
assigned to the resident's care today and did not
know the resident's care neads, She did not have
time to look up the resident's care needs in the
ADL book and did not know a skin barrier cream
was to be applied after peri-care for this resident.
She stated some residents have barrier cream
and ofhers do nol. She revealed she had just
come out of orientation yesterday. She stated she
had not applled skin barrter cream to the
resident's buttocks after peri-care.

Interview with the Director of Nursing (DON) with
the adminisirator present, on 04/02/13 at
approximately 5:35 PM, revealed Resident #1
was at risk for pressure ulcer development
related to the risk factors of incontinence,
decreased mobility, Diabetes, and recently had a
pressure ulcer that healed in March 2013. She
stated the facllity used barrier cream for all
incontinent residents and it was her expeclations
that staff would apply the cream after peri-care
was provided. She stated it was a nursing
intervention that was placed on the ADL flowsheet
for the nursing assistants to follow. She stated
this information was provided in the orientation
training of all new nursing assistants. When
asked how she ensured the new employees were
understanding and following the instructions on
the ADL flowsheet, she replied, the Unit
Managers are supposed to check the ADL books
for completion. However, she stated the Unit
Manager did not have time to obsetrve new CNAs
perform peri-care for all residents. The
administrator stated it appeared there was a
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and actually working on the floor independently.
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